The affects of power surround us; they are inescapable no matter where you live and work. They have been inherent within our social structures and deeply seeded within human nature for millennia. Social inequality is a result of unequal power distribution, which has created and continues to create inequalities in opportunity, resources, and geographic contexts. As humankind has evolved, so has the innate desire to have the freedom to make choices that improve our personal, family, and "tribal" well-being within the social power structures in which we live. This has not and will not change; to be human is to strive for better. Although we have made many strides in improving lactation care over the past 50 years, as described in the historical research article about Dr. Niles Newton (Martucci, 2018) in this issue, too much remains to be done in both the science of lactation and the social contexts of breastfeeding, where the greatest need is to create equity (Dodgson, 2012) .
As a profession of predominately women who have lived with the inherent power differentials and biases related to our gender, International Board Certified Lactation Consultants and other lactation support providers are well aware of the lack of power we often have in the professional environments in which we must interact. We often are regarded as unnecessary by the "powers that be" within institutions or "fluff" by those not concerned directly with the well-being of childrearing families. Many of us are not recognized as providing an essential healthcare service by the funders of healthcare services. Large multibillion-dollar corporations engage huge marketing departments to discredit what we do. Well-funded, supposedly "well-meaning" professionals shout to families that breast is not best and you could be harming your infant if you choose to breastfeed. Historically, there always have been similar massive external barriers and pressures working against our goal of appropriate care for all breastfeeding families. However, our messages and evidence of the considerable health benefits of breastfeeding for women and children have never been stronger or as far reaching, prompting a more intensive response from all those powerful entities working from their profit or personal agendas. I think we can anticipate, as we are more successful in our mission with families, institutions, and public health programs, that these powerful external groups with vested alternate interests will up their game, presenting new and potentially greater challenges.
Those of us who study the affects of power dynamics on breastfeeding care often use a critical-theory approach (see Giles, 2018 [this issue ]; Thomas, 2018 [this issue] ). This 80-year-old approach assumes that these power dynamics must be uncovered and taken into consideration when working in any social situation (Blanchet Garneau, Browne, & Varcoe, 2018) . Researchers and advocates across many disciplines have used critical theory. It is time that we, working in the real-life contexts of breastfeeding families, also embraced it. Being aware of how power dynamics affect the situations in which we work is essential to understanding social justice issues within the field of lactation. For example, we cannot address the institutional racism effectively if we are unable to see the ways in which institutional policies and structures hold and distribute power.
When the power differentials go beyond gender differences and encompass additional social structures and/or unchangeable personal dimensions (e.g., race, class, and sexuality), we often speak of their compounded affects as intersectionality. Intersectionality is a conceptual framework developed by Black feminists, among others, which provides one way to discuss the complexities of power and oppression with their accumulative effects within social environments (Cooper, 2016) . Intersectionality is not used to define one's personal identity but, rather, to examine the affects of power. Unlike the two major public health frameworks, social determinants of health that tend to categorize and then silo specific personal and situational characteristics and the social ecological model that layers levels of personal involvement, intersectionality explores the interacting affects of these categories and levels based on power differentials. A number of the authors published in this issue have used an intersectional approach in their work, providing our readers with a variety of ways in which this concept is used in research and in developing a greater understanding of the complexities of assisting breastfeeding families within our communities.
Another essential concept, born out of the lived realities of people who have experienced social injustices repeatedly, relevant to this discussion is structural racism, 1 which is further discussed in the commentary by Broomfield-Massey and Noor (2018) in this issue. Jones (2000) defined institutionalized racism "as differential access to the goods, services, and opportunities of society by race" (p. 1212). One could substitute the word gender, class, or sexuality for race and still have a concept that explains inequities with a social context. Jones went on to explain, "Institutionalized racism is normative, PhD, MPH, RN, FAAN sometimes legalized, and often manifests as inherited disadvantage. It is structural, having been codified in our institutions of custom, practice, and law, so there need not be an identifiable perpetrator" (p. 1212). All of these inherent characteristics make institutionalized racism easy to overlook if you are not a member of the disadvantaged group. "Structural racial inequity is more often a cumulative result of how multiple institutions and policies intersect, rather than the result of an individual or organization's action" (Center for Social Inclusion, 2015, p. 6). The insidious nature of institutionalized biases is that they create hugely different lived experiences for those working/living in these environments, which compounds the difficulties in having mutually respectful communications and in creating meaningful changes. We cannot hear each other because we have had very different experiences.
Of equal (if not greater) concern within the lactation field are the affects of identified internal power differentials within our profession perpetuating bias and discriminatory practices in the growth and development of lactation care providers, as well as the care delivered to breastfeeding families. Many issues have surfaced over the past few years surrounding the following: Who is a lactation care provider? Who should be a lactation care provider? Who has been excluded from becoming a lactation care provider? How should we best educate lactation care providers? And how can we as a profession guarantee those we serve that they are receiving the appropriate level of care by a sufficiently well-educated provider? All are important and unresolved issues. Unfortunately, little evidence, research or otherwise, exists about how to address these issues. These and other issues have been identified and examples provided in the literature and presentations, which is the precondition for meaningful change.
However, little concerted effort within the field of lactation, beyond discussions at conferences, has occurred to move the conversations along toward action. This seemed to be the consensus of participants in the recent Breastfeeding and Feminism International Conference, which had many excellent speakers discussing aspects of these issues from various global interdisciplinary perspectives (see the conference abstracts in this issue). These are not only North American issues or even developed world issues; they permeate the globe. Despite our very differing sociopolitical and economic circumstances, the issues of bias and discrimination (power and intersectionality) predominate at this point in time. Collectively, we seemed to be caught in a place of stagnation, rehashing the problems, without doing the hard work of doing instead of talking.
We have begun a dialog exploring the ways in which social inequality has and continues to affect breastfeeding families. Many of the articles in this issue continue this exploration, but it is only an early step along a long road that will take us into increasingly uncomfortable places-most likely, disruptive places-because changing inequities does not happen easily. Change requires the hard work of many and must focus in a variety of directions (e.g., practice, policy, and advocacy; local, regional, and national; institutional and community) simultaneously (Center for Social Inclusion, 2015) . It is a necessary journey a long time in coming, yet long overdue. Are you part of the solution or part of the problem? "As an advocacy profession, we could collectively make such a wonderful contribution if we prioritized this journey as a major strategic direction. . . . [We] should be on the side of transformational change within our societies and our health-care systems" (Thorne, 2018, p. 1) .
Note
1. Although racism is not the only basis for social injustice and the power differentials that affect the care of breastfeeding families, in the United States, it is one of the two major driving dynamics (the other being poverty). In the United States, our huge social problems concerning racism are evident to the world; however, the "them versus us" dichotomy that causes separation, discrimination, and social injustice is a global issue. Despite some of my references about racism in the United States, I am intending that ideas discussed in this editorial are transferable to any social context in which there is a "them versus us" dynamic.
